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ABSTRACT

Patients who undergo drug-eluting coronary stent (DES)
implantation require dual antiplatelet therapy for at least 6 months.
When these patients require non-cardiac surgery, determination of
the most appropriate antiplatelet therapy to minimize the risk of
stent thrombosis and/or bleeding complications is always difficult. In
particular, patients who have just undergone DES implantation have
an extremely high risk of stent thrombosis, and delaying surgery
is required to reduce the risk. We herein report the case of a male
patient in whom hilar cholangiocarcinoma was detected just after
implanting DES and who safely underwent curative resection for
the hilar cholangiocarcinoma following neoadjuvant chemotherapy.
This case serves as an example of successful resolution of this
challenging problem.
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LETTER TO THE EDITOR

We have focused on perioperative management of patients with re-
cent drug-eluting coronary stent (DES) implantation during pancre-
aticoduodenectomy in a recent issue of Journal of Gastroenterology
and Hepatology Research’™. Likely, we recently experienced a case
requiring treatment for hilar cholangiocarcinoma in a patient starting
dual-antiplatelet therapy (DAPT) just after implanting a drug-eluting
coronary stent.

A 76-year-old Japanese male patient was admitted to our hospital
for myocardial infarction and underwent DES insertion (everolimus-
eluting stent) into both his right coronary artery and left circumflex
artery. Follow-up computed tomography was performed a few days
later, and an enhanced tumor shadow, accompanied by obstruc-
tion of the left hepatic duct, was detected (Figure 1A). Endoscopic
retrograde cholangiopancreatography (Figure 1B) confirmed the
diagnosis of locally advanced hilar cholangiocarcinoma (Bismuth-
Corlette type I1Ib), and an internal biliary drainage catheter was left
in place. The patient was considered to require surgical resection, but
the risks of surgical intervention were heightened by the facts that he
had experienced myocardial infarction, that the DES had been placed
within the previous 4 weeks, and that he had just started DAPT fol-
lowing DES implantation. After the patient was informed of the risks,
benefits, and alternative therapies, we decided to begin cisplatin plus
gemcitabine chemotherapy with continuation of DAPT. The patient
received 7 cycles of chemotherapy without any significant adverse
drug events, and the tumour response was assessed as stable disease.

Six months after the initial diagnosis, a surgical intervention was
attempted. According to our perioperative antithrombotic protocol
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Figure 1 (A)
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Dynamic abdominal computed tomography during the venous phase of the coronal image revealed an enhanced

tumor

shadow measuring 3.0 x 2.1 cm in the hilum (arrow), obstruction of the left hepatic duct, and a dilated left intrahepatic bile duct. (B)
Endoscopic retrograde cholangiopancreatography revealed a tumor defect in the left hepatic duct (arrow), a dilated left intrahepatic
bile duct, and a slightly dilated posterior hepatic duct (arrow head). (C) Intraoperative picture. RPV = right portal vein, MHV = middle
hepatic vein, IVC = inferior vena cava, ABD = anterior bile duct, PBD = posterior bile duct. (D) Resected specimen revealed papillary
adenocarcinoma in the left bile duct with extension to the bifurcation of the hilar bile duct (arrow head); however, a disease-free surgical

margin was secured (arrow).

in high thromboembolic risk patients (“Kokura Protocol”)*”, DAPT
was discontinued 7 days prior to surgery and aspirin monotherapy
was continued until surgery to minimize the risks of intraoperative
bleeding and thromboembolic complications. We carried out left
hepatectomy with Spiegel lobe resection, followed by biliary recon-
struction (Figure 1C). The operative time and estimated blood loss
was 478 min and 500 mL, respectively, and no blood transfusion was
required. The tumor was pathologically diagnosed with papillary ad-
enocarcinoma, and the surgical margin was negative for malignancy
(Figure 1D). His antiplatelet therapy was reinstituted on postoperative
day (POD) 2 and the patient recovered well postoperatively without
any thromboembolic or bleeding complications. He developed minor
bile leakage, but he made a full recovery with the use of drainage and
antimicrobial therapy and was discharged POD 29.

The 2016 American Heart Association/American College of Cardi-
ology guidelines recommend continuing DAPT for all patients for at
least 6 months after DES implantation. According to the guidelines,
elective non-cardiac surgery after DES implantation should be de-
layed until completion of 6 months of DAPT, or, if urgent, the sur-
gery should be performed without cessation of antiplatelet therapy'.
However, surgery for hilar cholangiocarcinoma is the only curative
treatment, and patients sometimes become incurable due to delays
in the performance of surgery. The present case involved a dilemma
regarding whether to perform surgery soon or not because it is one
of the most difficult abdominal procedures and carries high risks of
bleeding and postoperative complications™.
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In the present case, we could not overlook this increased risk
because the patient had undergone DES implantation within the 4
weeks before the diagnosis. Since cardiologists on the patient care
team resorted to postponement of surgery for 6 months according
to the guideline, we adopted to perform neoadjuvant chemotherapy
before surgery. Cisplatin plus gemcitabine chemotherapy for patients
with advanced biliary tract cancer improves progression-free survival
with the reported median progression-free survival of 8.0 months™.
Thus we adopted this regimen and successfully suppressed the tumor
progression during the 6-month waiting period. Subsequently, suc-
cessful perioperative management and surgical resection could be
also performed without any bleeding or thromboembolic complica-
tions using “Kokura Protocol”, our perioperative antiplatelet manage-
ment protocol for patients with high thromboembolic risks™".

Because of the dearth of material on major HPB surgery for
patients with DES, no consensus on the optimal strategy in these
patients has been established. Further studies and case reports are
needed to clarify the best way to treat these patients while minimiz-
ing risk. We hope that this case will help other clinicians in determin-
ing the most optimal therapeutic strategy for patients in the same
situation.
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